SUMMARY A case of hypopituitarism and minimal sellar enlargement was found at hypophysectomy to have a giant cell granuloma of the pituitary. The clinical and histopathological features of this rare entity are reviewed. It is proposed that hypopituitarism which is out of proportion to minimal sellar enlargement may be a suggestive clue to the preoperative diagnosis of giant cell granulous which normally simulates a pituitary tumour.
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Granulomatous diseases of the pituitary are uncommon disorders which are rarely diagnosed in patients presenting for hypophysectomy.'14 The majority of reported cases come from neuropsy material5' and include infectious and systemic diseases such as tuberculosis,2 8 sarcoidosis,' 6 syphilis and fungal infections. However, when such specific aetiologies are excluded, there remains a small group of patients in whom the granulomatous disorder is of unknown origin and in whom there is no systemic involvement with the granuloma apparently restricted to the pituitary gland.3 5
In this report we describe a patient who presented with hypopituitarism together with radiological findingg of a small intrasellar tumour. The consistency. Microscopic examination revealed almost total disruption of the normal architecture of the adenohypophysis, with a marked increase of fibroconnective stroma. The most striking feature was the presence of large multinucleated giant cells surrounded by lymphocytes and plasma cells (fig). The pattern of the giant cell infiltrate was diffuse and not follicular as in sarcoidosis, tuberculosis or syphylis. A silver stain showed a haphazard reticular pattern in contrast to the nodular pattern that is usually seen in sarcoidosis. All special stains for acid fast bacilli, fungi and spirochetes were negative.
Discussion
The differential diagnosis of granulomatous hypophysitis whether discovered after hypophysectomy or at necropsy includes a number of granulomatous disorders such as tuberculosis,28 sarcoidosis,' 6 fungal infections or syphilis.7 In the absence of histological or systemic evidence of these diseases there remains a small group of patients in whom the granulomatous disease is of undetermined pathogenesis. 35 The presenting problem in this patient was severe anterior pituitary failure as evidenced by subnormal levels of serum cortisol, thyroxin, prolactin and gonadotropins, and the failure of serum thyroid stimulating hormone and prolactin to rise after TRH administration. The combination of hypopituitarism Hassoun, Anayssi, Salti with the sellar abnormalities that were observed on CT scanning, was suggestive of a pituitary tumour. A review of the previously reported cases of giant cell granuloma of the pituitary revealed a similar presentation simulating a pituitary tumour with hypopituitarism and radiological evidence of minimal sellar enlargement.3-7 However, a common feature amongst these patients (including the present case) is that unlike pituitary neoplasms, the degree of pituitary failure is out of proportion to the minimal degree of sellar enlargement. A pituitary tumour producing little or no sellar enlargement is not expected to cause hypopituitarism unless it has major supra sellar extension.
Another feature of giant cell granuloma is that the course of the disease is more rapid than in the usual case of pituitary tumour (refs3-5 and present case). 
